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Kimberly Aschbrenner and Disa Lubker Cornish “Barriers to Breastfeeding among Rural 
Women in the United States” 
Abstract 
 
Breastfeeding is well-established as a beneficial practice for both infants and mothers; substantial 
evidence from a wide variety of international settings supports the positive impacts of 
breastfeeding. However, a significant proportion of U.S. infants are not fed according to this 
standard. While poor breastfeeding rates can be found in all parts of the United States, the 
problem is particularly prevalent among mothers living in rural environments where health 
outcomes are consistently worse than national averages. Significant differences have been found 
between urban and rural women in many breastfeeding behavioral outcomes, including 
consistently lower rates reported among rural populations. The problem is considered so 
significant that the Centers for Disease Control and Prevention (CDC) specifically recommend 
rural mothers as one of the priority groups that should be targeted with breastfeeding promotion 
programs. It is important to consider what health education strategies have been used to 
successfully improve breastfeeding outcomes and how they might be incorporated into 
programming specific to rural populations. The most successful approaches are those that also 
incorporate participant interaction and an emphasis on building maternal confidence. Health 
educators should also make efforts to adapt existing prenatal and breastfeeding education 
programs to include elements that are known to improve breastfeeding outcomes. In addition to 
program implementation efforts, there are also numerous ways in which health educators can 
advocate for changes that would promote breastfeeding in rural areas. While there are many 
potential advocacy topics, some are more pertinent to the needs of rural populations than others. 
This commentary expands on these issues from an epidemiological and socio-cultural 
perspective and addresses possible health promotion and health education strategies that could 
work to reduce this important health disparity. 
  
1. Decisions related to infant feeding are among the most important choices to be made by new 
mothers, and perhaps no other element of newborn care provokes as much emotional reaction as 
whether or not to breastfeed. It is simultaneously perceived as both the most natural and most 
challenging option, but it has been well-established as a beneficial practice for both mothers and 
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infants [1, 2]. This is due in large part to the fact that breast milk consists of a combination of 
proteins, fats, carbohydrates, and vitamins that is unique to humans and cannot be found in any 
other form of animal milk or milk substitute. The composition facilitates easy digestion, neural 
development, and vitamin and mineral absorption, and many of the elements also provide non-
nutritive benefits related to the development of an infant’s immune system. Furthermore, the 
ratio of individual components changes to meet the specific needs of a child at different points in 
time [1, 3]. In addition to providing essential nutrition, breast milk also serves as a protective 
factor for many potential threats to the health of children throughout their lifespan [2].  
 
2. The benefits associated with breastfeeding are considered so valuable that it is the 
recommended feeding method for mothers and infants worldwide. The World Health 
Organization (WHO) [4] states that infants should be exclusively breastfed for the first six 
months of life with no other food or liquids introduced into their diet. In the United States, six 
months of exclusive breastfeeding is also recommended by the American Academy of Pediatrics 
(AAP) [1]. However, a significant proportion of U.S. infants are not fed according to this 
standard. Nearly 75% of mothers initiated breastfeeding in 2010, but only 44% continued to 
provide any breast milk to infants at six months of age with less than 15% exclusively 
breastfeeding at six months [5]. 
 
3. A variety of factors influence breastfeeding overall, for women in both urban and rural 
settings. Research has consistently demonstrated that breastfeeding rates increase with maternal 
age, educational achievement, and socioeconomic status [6-11]. Other maternal characteristics, 
including WIC participation, maternal obesity and smoking, cesarean delivery, and being 
unmarried, are negatively associated with breastfeeding outcomes [6, 8, 9, 12, 13]. 
 
4. While poor breastfeeding rates can be found in all parts of the United States, the problem is 
particularly prevalent among mothers living in rural environments where health outcomes are 
consistently worse than national averages. Significant differences have been found between 
urban and rural women in many breastfeeding behavioral outcomes, including consistently lower 
rates reported among rural populations [14, 15]. There are many different factors that contribute 
to poor breastfeeding outcomes ranging from maternal characteristics to societal influences and 
the health care system [8, 11, 13, 16]. Each of these elements can serve as either a positive force 
or a barrier depending on how they relate to a certain woman [8, 13, 17]. Mothers in rural areas 
face challenges related to isolation, availability of services and providers, and hospital practices 
that are not prevalent in more urbanized areas of the country [18-21]. The problem is considered 
so significant that the Centers for Disease Control and Prevention (CDC) [22] specifically 
recommend rural mothers as one of the priority groups that should be targeted with breastfeeding 
promotion programs. 
 
5. Many of the maternal characteristics most strongly associated with poor breastfeeding 
outcomes are particularly prevalent among rural women. The overall age structure of rural 
populations is older than that of the general U.S. population, but the women who are giving birth 
tend to be younger in rural areas than urban. A greater percentage of rural mothers give birth 
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before the age of 20 and between the ages of 20-34 while more urban mothers are over the age of 
35 [14]. Similarly, Kozhimannil [19] found that 52.9% of mothers giving birth in rural hospitals 
were less than 25 years of age compared to only 37.5% of those delivering in urban hospitals. 
This difference may be significantly related to differences in breastfeeding outcomes as it has 
been well-established that the odds of breastfeeding initiation increase with maternal age [14]. 
 
6. A similar relationship exists between breastfeeding initiation rates and maternal education and 
income. Mothers with only a high school diploma are 55% less likely to initiate breastfeeding 
than women with a college education, and the gap is even larger (64%) among mothers with less 
than a high school education [14]. Rural women are less likely than their urban counterparts to 
attain a college or advanced degree [14]. Breastfeeding is also negatively associated with lower 
income and higher poverty, and rural women are much more likely to have a low socioeconomic 
status than urban mothers [13, 14, 23, 24]. This issue extends beyond individual women to 
impact entire rural communities because lower overall income among residents produces a small 
local tax base [25]. As a result, rural towns, cities, and counties have less potential funding 
available for programs and services that promote breastfeeding and support breastfeeding 
mothers. 
 
7. A potential barrier to breastfeeding almost entirely unique to rural populations is a lack of 
physical access to health care resources. Access to services, including maternal and infant care, 
is often cited as one of the highest priority needs for the health of rural populations [23]. The 
availability of fewer resources impacts breastfeeding in multiple ways, including how women are 
informed and educated. Many rural women seek and receive breastfeeding guidance from non-
medical sources that are potentially unreliable because the types of local resources that provide 
support for mothers do not exist in their area [26,27]. 
 
8. Possibly the most important effect of uneven access and distribution is the increased distance 
that rural residents must travel to reach health care services. Eighty-seven percent of the general 
population has access to maternity care within a 30-minute drive, and over 97% have such 
services available within a 60-minute drive [21]. However, these proportions decrease drastically 
in rural locations. According to the American College of Obstetrics and Gynecologists 
(ACOG) [28], less than half of all rural women have access to a hospital providing perinatal care 
located within a 30-minute drive of their home. This disparity becomes even more evident when 
travel distances between metropolitan, rural, and isolated areas are considered. Services are 
available within thirty minutes for 93.4% of metropolitan women compared to 49.8% of rural 
woman and 28.8% of women living in the most isolated rural areas (ACOG, 2014; Rayburn et 
al., 2012). Extending availability to a 60-minute drive time improves the outlook for all 
locations, but significant geographic differences remain. Access to perinatal services within one 
hour for metropolitan, rural, and isolated areas is 99.0%, 87.6%, and 78.7% respectively [21, 28]. 
 
9. Increased travel times are important to breastfeeding because distance is associated with 
maternal and infant health outcomes. Adverse outcomes associated with prolonged travel include 
a greater likelihood of interventions during delivery and increased rates of both NICU 
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admissions and infant mortality [29,30]. Each of these outcomes is in turn related to a reduced 
likelihood of breastfeeding and lower breastfeeding rates overall. 
 
10. It is important to consider what health education strategies have been used to successfully 
improve breastfeeding outcomes and how they might be incorporated into programming specific 
to rural populations. Interventions that focus only on knowledge and the technical aspects of 
breastfeeding are not likely to significantly improve behavioral outcomes [31]. The most 
successful approaches are those that also incorporate participant interaction and an emphasis on 
building maternal confidence [31-33]. Many studies have shown that continuous support 
techniques incorporating multiple educational methods, strengthening intentions, and building 
confidence lead to improvements in breastfeeding initiation, duration, and exclusivity [34-
36]. There are also numerous features of these intervention approaches that lend support to their 
potential effectiveness in a rural setting [37-39]. Interventions such as these are relatively cost-
effective and easily accessible for participants, so they are often implemented successfully 
among low-income and disparate groups of women [40-42]. Rural communities also often have 
their own cultural environment, so similar techniques could likely be used to target rural mothers 
who may feel geographically or socially isolated from traditional sources of breastfeeding care 
and support. 
 
11. Identifying the effective characteristics of existing interventions enables health educators to 
assess how those strategies can be adapted to overcome barriers and implemented to improve 
breastfeeding outcomes for rural mothers and infants. While more research into rural 
breastfeeding is needed, the existing body of research does provide some guidance as to what 
practices health educators can implement with expectations of success. The overall priority 
should be to focus on factors that can be modified through intervention. While demographic 
variables have strong relationships with behaviors, there is often very little that can be done to 
alter those characteristics [8, 13, 14]. Health professionals should instead focus their efforts on 
areas where they can produce the greatest amount of change, including actions related to both 
breastfeeding promotion programming and advocacy. 
 
12. Health educators should also make efforts to adapt existing prenatal and breastfeeding 
education programs to include elements that are known to improve breastfeeding outcomes. One 
of the most basic steps that can be taken is to encourage the participation of members of a 
mother’s support system. The attitudes of partners and family members have a significant 
influence on a woman’s breastfeeding decisions, and involving them in the education process can 
increase the likelihood that this influence will favor breastfeeding [16, 17]. There are also 
important content components that should be added to these programs if they are not currently 
included. Providing women with information about the benefits of breast milk and the feeding 
requirements of newborns can help improve maternal attitudes and alleviate concerns over low 
milk supply and infant nutrition [11, 43]. The inclusion of this information can also help reduce 
the risk of early termination by encouraging women to commit to and plan for prolonged 
breastfeeding prior to giving birth [44]. 
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13. In addition to program implementation efforts, there are also numerous ways in which health 
educators can advocate for changes that would promote breastfeeding in rural areas. While there 
are many potential advocacy topics, some are more pertinent to the needs of rural populations 
than others. One issue that presents a significant barrier is the lower income of rural populations 
and the related risks of mothers returning to work and infants attending daycare [9, 45]. In order 
to reduce the negative impact of these characteristics on breastfeeding outcomes, health 
educators should advocate for paid family leave, childcare provider training, and policies 





1. American Academy of Pediatrics. Breastfeeding and the use of human 
milk. Pediatrics2005; 115: 496-506. 
 
2. National Institutes of Health. What are the benefits of breastfeeding?[Internet]. 2014 [cited 
2016 May 1]. Available from: http://www.nichd.nih.gov/health/topics/breastfeeding 
 
3. American Pregnancy Association. What’s in breast milk? 2016 [cited 2016 May 1]. 
Available from: http://americanpregnancy.org/first-year-of-life/whats-in-breastmilk/ 
 
4. World Health Organization. Exclusive breastfeeding. 2016 [cited 2016 May 1]. Available 
from http://www.who.int/nutrition/topics/exclusive_breastfeeding/en/ 
 
5. United States Department of Health and Human Services: Office of Disease Prevention and 
Health Promotion. Healthy people 2020. 2016 [cited 2016 May 1]. Available 
from http://www.healthypeople.gov 
 
6. Barton, S. Infant feeding practices of low-income rural mothers. The American Journal of 
Maternal/Child Nursing 2001; 26(2): 93-97. 
 
7. Cernadas, J, Noceda, G, Barrera, L, Martinez, A, & Garsd, A. Maternal and perinatal factors 
influencing the duration of exclusive breastfeeding during the first 6 months of life. Journal 
of Human Lactation 2003; 19: 136-144. 
 
8. DiGirolamo, A, Grummer-Strawn, L, & Fein, S. Effect of maternity-care practices on 
breastfeeding. Pediatrics 2008; 122:S43-S49. 
 
9. Li, R, Darling, N, Maurice, E, Barker, L, & Grummer-Strawn, L. Breastfeeding rates in the 
United States by characteristics of the child, mother, or family: the 2002 national 
immunization survey. Pediatrics 2005; 115: 31-37. 
 
Volume 12, Issue 1 (2016-2017)         Barriers to Breastfeeding ISSN 1558-8769 
6 | P a g e  
 
 
10. Manganaro, R, Marseglia, L, Mamì, C, Paolata, A, Gargano, R, Mondello, M, . . . Gemelli, 
M. Effects of hospital practices and policies on initiation and duration of 
breastfeeding. Child: Care, health and development 2008; 35:106-111. 
 
11. O’Brien, M, Buikstra, E, & Hegney, D. The influence of psychological factors on 
breastfeeding duration. Journal of Advanced Nursing 2008; 63: 397-408. 
 
12. Dieterich, C, Felice, J, O’Sullivan, E, & Rasmussen, K. Breastfeeding and health outcomes 
for the mother-infant dyad. Pediatric Clinics of North America 2013; 60(1): 31-48 
 
13. Flower, K, Willoughby, M, Cadigan R, Perrin, E, & Randolph, G. Understanding 
breastfeeding initiation and continuation in rural communities: a combined 
qualitative/quantitative approach. Maternal and Child Health Journal2008; 12: 402-414. 
 
14. Sparks, P. Rural-urban differences in breastfeeding initiation in the United States. Journal of 
Human Lactation2008; 26: 118-129. 
 
15. Wiener, R, & Wiener, M. Breastfeeding prevalence and distribution in the USA and 
Appalachia by rural and urban setting. Rural and Remote Health 2011; 11: 1713. 
 
16. Cox, K, Giglia, R, Zhao, Y, & Binna, C. Factors associated with exclusive breastfeeding at 
hospital discharge in rural western Australia. Journal of Human Lactation2014; 30: 488-
497. 
 
17. Khoury, A, Moazzem, S, Jarjoura, C, Carothers, C, & Hinton, A. Breast-feeding initiation in 
low-income women: Role of attitudes, support, and perceived control. Women’s Health 
Issues 2005; 15(2): 64-72. 
 
18. Janakiraman, V, Lazar, J, Joynt, K, & Jha, A. Hospital volume, provider volume, and 
complications after childbirth in U.S. hospitals. Obstetrics & Gynecology 2011; 118: 521-
527. 
 
19. Kozhimannil, K. Rural-urban differences in childbirth care, 2002-2010, and implications for 
the future. Medical Care 2014; 52: 4-9. 
 
20. Lillehoj, C, & Dobson, B. Implementation of the baby-friendly hospital initiative steps in 
Iowa hospitals. Journal of Obstetric, Gynecologic, and Neonatal Nursing 2012; 41: 717-
727. 
 
21. Rayburn, W, Richards, M, & Elwell, E. Drive times to hospitals with perinatal care in the 
United States. Obstetrics & Gynecology 2012; 119: 611-616. 
Volume 12, Issue 1 (2016-2017)         Barriers to Breastfeeding ISSN 1558-8769 
7 | P a g e  
 
22. Centers for Disease Control and Prevention. Racial and socioeconomic disparities in 
breastfeeding: United States, 2004. Morbidity and Mortality Weekly Report 2006; 55(12): 
335-339. 
 
23. Gamm, L, Hutchison, L, Bellamy, G, & Dabney, B. Rural healthy people 2010: Identifying 
rural health priorities and models for practice. The Journal of Rural Health 2002; 18: 9-14. 
 
24. Li, R, Ogden, C, Ballew, C, Gillespie, C, & Grummer-Strawn, L. Prevalence of exclusive 
breastfeeding among U.S. infants: the third National Health and Nutrition Examination 
Survey (Phase II, 1991-1994). American Journal of Public Health 2002; 92: 1107-1110. 
 
25. Thomas, T, DiClemente, R, & Snell, S. Overcoming the triad of rural health disparities: 
How local culture, lack of economic opportunity, and geographic location instigate health 
disparities. Health Education Journal 2014; 73(3): 285-294. 
 
26. Ertem, I, Votto, N, & Leventhal, J. The timing and predictors of the early termination of 
breastfeeding. Pediatrics2001; 107: 543-548. 
 
27. Jukkala, A, & Kirby, R. Challenges faced in providing safe care in rural perinatal 
settings. The American Journal of Maternal/Child Nursing 2009; 34(6): 365-371. 
 
28. American College of Obstetricians and Gynecologists. Committee opinion number 586: 
Health disparities in rural women. Obstetrics & Gynecology 2014; 123:384-388. 
 
29. Grzybowski, S, Stoll, K, & Kornelsen, J. Distance matters: a population based study 
examining access to maternity services for rural women. BMC Health Services 
Research 2011; 11:147. 
 
30. Kozhimannil, K, Casey, M, Hung, P, Han, X, Prasad, S, & Moscovice, I. The rural obstetric 
workforce in US hospitals: Challenges and opportunities. The Journal of Rural Health 2015; 
31: 365-372. 
 
31. Hannula, L, Kaunonen, M, & Tarkka, M-T. A systematic review of professional support 
interventions for breastfeeding. Journal of Clinical Nursing 2008; 17: 1132-1143. 
 
32. Craig, H, & Dietsch, E. ‘Too scary to think about’: First time mothers’ perceptions of the 
usefulness of antenatal breastfeeding education. Women and Birth 2010; 23: 160-165. 
 
33. Hoddinott, P, Chalmers, M, & Pill, R. One-to-one or group-based peer support for 
breastfeeding? Women’s perceptions of a breastfeeding peer coaching 
intervention. Birth 2006; 33(2): 139-146. 
 
Volume 12, Issue 1 (2016-2017)         Barriers to Breastfeeding ISSN 1558-8769 
8 | P a g e  
 
34. Dodt, R, Joventino, E, Aquino, P, Almeida, P, & Ximenes, L. An experimental study of an 
educational intervention to promote maternal self-efficacy in breastfeeding. Revista Latino-
Americana de Efermagem 2015; 23(4): 725-732. 
 
35. Giles, M, McClenahan, C, Armour, C, Millar, S, Rae, G, Mallet, J, & Stewart-Knox, B. 
Evaluation of a theory of planned behaviour-based breastfeeding intervention in Northern 
Irish Schools using a randomized cluster design. British Journal of Health Psychology 2014; 
19: 16-35. 
 
36. Kaunonen, M, Hannula, L, & Tarkka, M-T. A systematic review of peer support 
interventions for breastfeeding. Journal of Clinical Nursing 2012; 21: 1943-1954. 
 
37. Behera, D, & Kumar, K. [Internet]. Predictors of exclusive breastfeeding intention among 
rural pregnant women in India: a study using theory of planned behaviour. Rural and 
Remote Health 2015; 15. [cited 2016 May 1]. Available from: http://www.rrh.org.au 
 
38. Haider, S, Chang, L, Bolton, T, Gold, J. G, & Olson, B. An evaluation of the effects of a 
breastfeeding support program on health outcomes. Health Services Research 2014; 49(6): 
2017-2034. 
 
39. Olson, B, Haider, S, Vangjel, L, Bolton, T, & Gold, J. A quasi-experimental evaluation of a 
breastfeeding support program for low income women in Michigan. Maternal and Child 
Health Journal 2010; 14: 86-93. 
 
40. Agostino, M-R. Post-discharge telephone support for first-time, low-risk, breastfeeding 
mother. Journal of Obstetric, Gynecologic & Neonatal Nursing 2012; 41(S1): S142-S143. 
 
41. Carlsen, E, Kyhnaeb, A, Renault, K, Cortes, D, Michaelsen, K, & Pryds, O. Telephone-
based support prolongs breastfeeding duration in obese women: a randomized 
trial. American Journal of Clinical Nutrition 2013; 98: 1226-1232. 
 
42. Efrat, M, Esparza, S, Mendelson, S, & Lane, C. The effect of lactation educators 
implementing a telephone-based intervention among low-income Hispanics: a randomised 
trial. Health Education Journal 2015; 74(4): 424-441. 
 
43. DaMota, K, Bañuelos, J, Goldbronn, J, Vera-Beccera, L, & Heinig, M. Maternal request for 
in-hospital supplementation of healthy breastfed infants among low-income women. Journal 
of Human Lactation 2012; 28: 476-482. 
 
44. Sullivan, M, Leathers, S, & Kelley, M. Family characteristics associated with duration of 
breastfeeding during early pregnancy among primaparas. Journal of Human Lactation 2004; 
20: 196-205. 
 
Volume 12, Issue 1 (2016-2017)         Barriers to Breastfeeding ISSN 1558-8769 
9 | P a g e  
 
 
45. Chuang, C-H, Chang, P-J, Chen, Y-C, Hsieh, W-S, Hurng, B-S, Lin, S-J, & Chen, P-C. 
Maternal return to work and breastfeeding: a population-based cohort study. International 
























This work is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License 
 
 
 
 
.  
